
me, they had been bathed twice on that very day. He said that
as a result of the constant and disagreeable odor, his friends
had practically deserted him, and his children (he is a
widower) did not care to have him come to their homes.
Examination.—The skin on all parts of the body was

found to be normal for that of a man of 60. The soles were
pink, soft and moist, and there was no exfoliation or macera¬
tion of the epidermis in the interdigital areas. There was
no evidence of hyperhidrosis. The patient's shoes, which had
been worn for several weeks, were no more odorous than
.those of an ordinary individual.

On the several different occasions that I have had oppor¬
tunity to examine the patient, at no time have the extremities
exhibited any unusual or particularly disagreeable odor.
Despite this fact, the patient always insists that the odor is
present, and that the condition is gradually growing worse

'instead of better.
The olfactory organs apparently are normal, and the com¬

moner odors are recognized with ease and certainty, and
without exaggeration. On matters other than the one here
discussed, the patient converses intelligently and well, con¬
sidering the fact that he is a man of limited education.

COMMENT

It may be that further investigation will reveal the
factor underlying the psychosis in this particular case,
but up to the present we have been unable to secure
any tangible evidence to aid in the solution of the
problem.

TREATMENT OF PNEUMONIA
GEORGE DOUGLAS HEAD, B.S., M.D. (Minneapolis)

Major, M. C., U. S. Army; Chief of Medical Service, Base Hospital
CAMP wheeler, MACON, GA.

An epidemic of pneumonia began at Camp Wheeler
about Oct. 5, 1918, and continued through the months
of October, November, December and part of January,
1919. It appeared coincidently with an epidemic of
influenza which swept through the camp at that time.
As two radically different methods of management

were employed in the treatment of these pneumonias
during this epidemic, a study of the results offers a

fruitful field of observation and some helpful sugges-
tions. It offers an opportunity to make a fair com-

parison between the so-called open air or open ward
treatment (Group 1), in which the patient is kept
practically in the open air, and the close ward manage-
ment (Group 2), in which the patients are kept in
warm, comfortable surroundings, well protected from
cold and chilling, from currents of cold air sweeping
over them through open corridors and doors, and from
bathing, changing bed linen, caring for excretions, etc.,
in cold, chilly rooms.
The comparison between these two methods is fair

because: First, the epidemic was continuous during
the time this study was made. Second, the same dis¬
ease, namely, influenza, and no other, was prevalent
and acted as the underlying causal factor. Third, the
same type of pneumonia, pathologically, was about
equally distributed through the two groups ; in Group
1, namely, those men treated from Oct. 5, to Nov. 24,
1918, the necropsy records showed 51.3 per cent, of
lobular, 42.3 per cent, of lobar, and 6.3 per cent, of
acute interstitial pneumonia ; in Group 2, namely, those
treated from Nov. 24, 1918, to Feb. 1, 1919, the post¬
mortem records showed 33.3 per cent, of lobular, 60
per cent, of lobar, and 6 -+- per cent, of acute inter¬
stitial pneumonia. Fourth, a study of the bacteria
present in the sputum and at necropsy in the fatal

cases of the two groups revealed like organisms, dif¬fering only in small percentages in each group, with
no predominance of virulent organisms in the group
showing the highest mortality. Fifth, the number of
cases observed in each group was large enough to cor¬
rect any erroneous conclusions which might be drawn
from the study of a small number of cases; in Group
1 (open ward group) 966 active cases, and in Group 2
(closed ward group) 435 active cases were observed.
Sixth, the question of specific medication or specialform of medical treatment did not operate as an

important disturbing factor. Ther,e were minor dif¬
ferences in the management of the two groups of
cases relative to the use of cardiac stimulants, seda¬
tives, fluid intake, diet, specific serum medication, use
of vaccines, etc., but these differences were not
important and probably had little if any effect on the
number of deaths in either group.
The method of management from Oct. 5, to Nov.

24, 1918, was the so-called open air or open ward
treatment. It can be thus summarized:

1. All windows and doors in the wards were to be
kept open day and night. Rain, cold winds and damp
night air were no contradiction to the order.
2. No screens nor blankets were to be hung up at the

windows or placed before the doors to prevent the
free circulation of air in the wards.

3. Soldiers in the wards were encouraged to keeptheir heads close to the windows and lie so that the
cold air sweeping in from the outside could be better
breathed in. If a soldier complained of a cold draft
of air on his head, he was told it was good for him;
that the fresh air would make him well.

4. No cotton jackets or chest protectors were to be
used. The patients were to be well supplied with
blankets.

5. Ward fires were to be allowed to go out at night.On cold, damp days the wards were always cold and
chilly, because all windows and doors were open.
Under the open ward or open air treatment (Group 1)
966 patients with acute pneumonia were cared for
between Oct. 5 and Nov. 24, 1918, with 135 deaths, a

mortality of 13.9 per cent. November 24, while the epi¬
demic was at its height, a radical change in treatment
was made, as follows :

1. All windows and doors in the wards were ordered
closed and patients guarded in every way possible from
drafts of cold air, chilling and exposure.

2. All sick soldiers with pneumonia on outside
porches were ordered moved into wards and cared for
indoors where they were warm and comfortable.

3. Every soldier with pneumonia was provided with
a cotton jacket to keep the chest warm and to protect
it from drafts and currents of cold air.

4. Ward surgeons, nurses and corps boys were
instructed to handle and care for their patients so as
to avoid, at all costs, chilling. The bedclothing was to
be kept tucked in. The anus were to be kept under
the bed covers. Plenty of blankets were to be used
on cold nights, etc.

5. Fires in wards were ordered kept going day and
night. Wards were to be kept free from a feeling of
chill in the air. This could not always be done on cold
days.

6. Special nurses were provided for the desperatelysick.
7. Bathing was discouraged except for purposes of

cleanliness, and then only when wards were warm.

Downloaded From: http://jama.jamanetwork.com/ by a RYERSON UNIVERSITY LIBRARY User  on 06/19/2015



8. Attending medical officers were cautioned to avoid
prolonged examinations and protect the patients well
from chilling while examinations were being made.
Under the closed ward treatment (Group 2) as out¬

lined in the foregoing, 435 patients with active pneu¬
monia were cared for between Nov. 24, 1918, and Feb.
1, 1919, with fourteen deaths, a mortality of 3.2 per
cent.
The question at once arises, Is the lowered mortality

here shown in favor of the closed ward treatment a
real gain in the management of the disease over the
open ward method, or are the favorable results only a

coincidence, an expression of a lowered mortality aris¬
ing naturally in the latter part of the epidemic? It has
been stated by Abrahams, Hallows and French1 that
the mortality is higher and the disease more severe in
the early part of epidemics of influenza complicated by
pneumonia. To quote from these authors : "It is when
the epidemic is in its earlier days that it is apt to
spread like wildfire and cause the greatest damage and
the highest death rate."
The knowledge that we possess relative to the low¬

ered vital force created in the tissues of the body
when those structures are subjected to chilling,
and a consideration of the lowered cell resistance
against invading organisms created by exposure to
currents of cold air, make it unreasonable to
accept the open ward treatment of pneumonia as

the best form of management. Any clinician who
has walked through long wards of soldiers desperately
sick with pneumonia, every man lying with his
head and chest next to an open window through
which, on cold days and nights, cold and often damp
winds are blowing, who has seen these men with
pinched, blue faces and cold hands and feet and has
heard them again and again request that the windows
and doors be closed to keep them from feeling chilly,
cannot help but be convinced that this form of man¬

agement for sick patients with an acute disease like
pneumonia is unwise.

These patients must be kept warm and comfortable.
Their skins must be red; not blue. They must feel
warm; not cold. They must be cared for so as to be
in a high state of febrile reaction with a high, full,
bounding pulse. Heat, not cold and chilling, produces
this effect.
The study of these 1,400 cases of pneumonia show¬

ing the low death rate in the Group 2 cases justifies
this conclusion and points the way to the more suc¬
cessful management of this disease.

CONCLUSIONS

1. The epidemic of pneumonia coincident with
influenza at Camp Wheeler showed a mortality of 13.9
per cent, in 996 patients (Group 1) treated by the open
ward, cold air method.

2. The epidemic of pneumonia coincident with
influenza at Camp Wheeler showed a mortality of 3.2
per cent, in 435 patients (Group 2) treated by the
closed ward, no-chilling method.

3. While a diminished virulence of organisms or a

higher resistance of soldiers may in part explain the
lowered mortality in Group 2 (closed ward group), the
difference in the mortality rate between the two groups
is so pronounced that it seems reasonable to conclude
that the no-chilling form of management employed in

1. Abrahams, Adolphe; Hallows, Norman, and French, Herbert:
Lancet 1:1 (Jan. 4) 1919.

treating the Group 2 patients assisted in decreasing the
mortality.

4. The evidence here presented warrants the more
general employment by the profession of the closed
ward, no-chilling management of pneumonia compli¬
cating influenza.

HEMOTHORAX FOLLOWING GUNSHOT
INJURIES OF THE CHEST

WILLIAM A. McGUIRE, M.D. (Chicago)
Lieutenant, M. C., U. S. Army

VICHY (ALLIER) FRANCE

Since hemothorax is one of the most frequent com-
plications of chest injuries, it would probably facilitate
our understanding of this condition if we review first
the causes and sequence of events leading up to this
serious complication.
Available statistics on gunshot wounds of the chest

are indeed interesting and enlightening, especially when
one compares the mortality statistics of this war with
previous ones. Prior to the Civil War, accurate statis-
tics were unavailable, but we are led to believe that
chest wounds were invariably fatal. In the Civil War
the death rate from chest wounds was 62 per cent. ; in
the Crimean War, 90 per cent. ; in the Spanish-Ameri-
can War, 27 per cent., and in the present war available
statistics show a wide variation, some investigators
placing the mortality rate at 10 per cent., while others
place it as high as 20 per cent. These conflicting fig-
ures are easily understood, and an accurate estimation
cannot be obtained until a later date.
It would be natural to expect that the mortality rate

of chest wounds should progressively drop with each
succeeding war on the commonly accepted supposition
that this mortality rate depends on the humaneness of
the rifle bullet, and that this humaneness is due to the
decreased sectional area and the increased velocity of
the modern rifle projectile. However, this apparentlybeneficent advantage has been more than neutralized
by the introduction of the high-explosive shell and the
peculiar character of the present warfare, which neces¬
sitates a greater exposure of the upper part of the
body.
Wounds of the chest comprise more than 2 per cent,

of all casualties, and more than one half of these are
due to rifle and machine-gun bullets. Deaths may be
divided in the following percentages according to the
location at which they occur :

1. Battlefield. One enemy investigator who exam¬
ined 300 dead on the field found that 112 had fatal
gunshot injuries of the thorax.

2. Casualty clearing station and evacuation hospitals.These show a mortality rate as high as 40 per cent.
3. Base hospitals. Here the death rate according to

some authorities averages 8 per cent., while according
to others it is 4 per cent. Soltau's records show a
mortality of 27 per cent, of all chest cases reaching a
medical unit.
The causes of death are twofold: anatomic and

septic. Anatomic causes comprise the greater propor¬tion, and these are the deaths occurring on the field or
shortly after first medical aid is received. These ana¬
tomic causes are : (a) hemorrhage due to injury of the

From U. S. Base Hospital No. 1.
Owing to lack of space, this article is abbreviated in The Journalby the omission of several tabulated case reports. The complete article

appears in the author's reprints.
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